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Health and Social Services Department 
A States of Guernsey Government Department 


Political responsibilities: 

Promoting, protecting and improving the health of all, through the 
provision of hospital, community, social and public health services. 
Core principles: 

The following principles, developed from those agreed by the newly 
formed Health and Social Services Department in June 2004, have been 


taken from the HSSD Operational Plan 2007-2009. 


‘In the provision and delivery of health and social care, the HSSD 
believes it should: 


@ work with other service providers to ensure that services are 
simple to use, effective and well co-ordinated; 


@ treat all people fairly, respect their privacy and dignity, be helpful 
and courteous, and pay particular attention to those with special 
needs; 


@ make services easily available to everyone who needs them, 
including using new technology, where appropriate, and 


offering choice wherever possible; 


@ be open and communicate clearly, honestly and effectively in 
plain language to assist people when using the services; 


@ put things right quickly and effectively, learn from complaints 
and have a clear and easy complaints procedure; 


@ consult and involve present and potential users, as well as staff, 
and use their views to improve services; 


@ develop knowledge and skills, but be guided by a common sense 
approach, 


@ wse resources to provide best value for taxpayers and users.’ 
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EXECUTIVE SUMMARY 


Executive Summary 


Although not part of the NHS, the Guernsey health system has always 
tended to compare its performance with its larger UK counterpart. 


Since ‘New Labour’ came to power in Britain in 1997, the NHS has 
enjoyed a decade of almost unprecedented investment, but has also seen ten 
years of reorganisations and repeated structural changes. 


Over the same period, the Guernsey health system has enjoyed ten years of 
relative stability, and as well as comparing ‘change’ and ‘progress’ in the 
two systems, this Report identifies ten substantial health achievements 
which have occurred in Guernsey over this period. 


However, it has not all been ‘progress’, and the Report also identifies ten 
important health and environmental issues which remain largely 
unresolved. 


Of great concern is the ‘demographics of ageing’, with a predicted 70% 
increase in those past the current retirement age by 2033, and whether the 
States will be able to deliver the necessary long term care under their 
recently agreed ‘zero population growth’ policy? 


Of greater concern is the longer term sustainability of high quality 
healthcare in the face of inadequate rescourcing. 


All industrialised countries are having to increase their health expenditure 
by at least 6% per annum just to keep pace with ‘health inflation’. To 
suggest that Guernsey can continue to provide good quality healthcare with 
‘RPI’ or below’ annual increases is at best naive, and at worst dangerously 
misleading. 


In Guernsey, the problem is compounded in that the fastest growing 
components of healthcare expenditure are largely outside our control. The 
cost of reciprocal health (short term off island treatment) and ‘off island 
placements’ (longer term) have risen from 4.5% of the total revenue budget 
in 1997, to 13.1% some ten years later, with over half this increase 
occurring since 2003. 


The question of what sort of healthcare Guernsey wants, and whether this 
should be resourced through greater ‘public investment’ or higher personal 
contributions is a debate which cannot be avoided. It is not honest or 
sustainable to pretend otherwise. 


It would be misleading however for Guernsey health to only compare itself 
with the NHS. Guernsey was fortunate in being able to host two important 
health conferences during the early part of 2007. There is much useful to 
learn from other jurisdictions, and ‘/earning from others’ will be the main 
theme of a future public health report. 
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Guernsey and the NHS - change and progress 


Introduction 


Thisic is? the» 1LOsfmAnndal Pi 
Medical Officer of Health o. 
Report, and the 14" Report in 
which I have been actively 
involved. 


When the NHS was 
established in Britain some 
sixty or so years ago, Guernsey 
elected to largely maintain the 
‘status quo’, with general 
practitioners (a few with ? 
specialist interests) in solo or 4 le : 20% 
small group practices, but with be teil thd ad 2 
a largely States funded hospital Director of Public Health, Dr David Jeffs 
system. addresses the 11" Inter Island 
Public Health Forum in Guernsey 


NHS structures remained fairly stable until around 1974, with separate management 
structures for primary care, the hospitals, and community services. It ought not to 
have worked, but with all its imperfections, it did seem to. 


Then came ‘General Management’, and from 1984, a series of reforms under the 
Thatcher government including the ‘internal market’, the ‘purchaser/provider’ split, 
and GP fund holding. The pace of change has, if anything, accelerated in the past ten 


years under ‘New Labour’. 


Although never part of the NHS, the Guernsey health system has always tended to 
compare its performance with its larger UK counterpart, and to often adopt reforms 
(such as ‘clinical governance’ and ‘Agenda for Change’) which may be more, or less 
suitable for Guernsey’s differing circumstances. 


This Report therefore seeks to compare health progress in Guernsey with that of the 
NHS, particularly during the past ten or twelve years of rapid and repeated structural 
changes. Hopefully, it makes fairly positive reading? 


Politics and health 
At his ‘Eve of Election’ speech in Stockton on 27" April 1997, Tony Blair reportedly 
warned his electorate (and the nation more generally) that there was ‘only 24 hours 


to save the NHS’. 


This warning obviously resonated with the electorate, and ‘New Labour’ was duly 
returned with a resounding majority. 


GUERNSEY AND THE NHS 


Although described as ‘more of a soundbite than a strategy’, the phrase was 
not just empty rhetoric. In the ten years of ‘Blair Government’, there have 
been a number of substantial achievements within the NHS; 


NHS spending has more than doubled (albeit from a relatively low base) 
from £53.7b in 1997 to over £109.2b in 2005. 


There are 32,000 more doctors 
There are 70,000 more nurses 


There are 118 new hospitals (although many have been financed through 
the controversial ‘private finance initiative’) 


There are around 200 new health centres 
93% of waits in A&E are now <4 hours 


Waiting times for most surgical procedures can now be measured in weeks, 
rather than months or years 


NICE (the ‘National Institute of Health and Clinical Excellence’) is 
admired around the world for its contribution to ‘evidence based’ medicine, 
and the academic rigour it uses when assessing new health technologies 


The focus on ‘clinical quality’ and ‘patient safety’ has been adopted by 
many other health systems. 


‘Money alone is not the answer’ 


As both health professionals and the public try to evaluate Blair’s ‘health 
legacy’, they can also list a number of resounding ‘failures’. 


There is widespread ‘disengagement’ amongst many health professionals, 
making it questionable whether these reforms can ever fully succeed? 


Despite their large pay increases under the GP and Consultant Contracts, 
doctors are angered by the apparent lack of clinical consultation and 


demoralised by a perceived loss of status and power. 


Even after their somewhat less generous pay awards, nurses remain 
amongst the lowest paid of all professions. 


Hospital acquired infections continue to rise. 


‘Connecting for Health’ — the NHS computer system which everyone said 
‘would never work, hasnt worked’, and is now being radically rethought. 


@ A number of NHS Trusts are in severe financial difficulties, professional staff 
(including doctors and nurses) are being made redundant, maternity and accident 
and emergency departments are being forced to close. 


‘Change’ and ‘progress’ 


In their analysis of ‘what went wrong’, a number of commentators have pointed out 
that after the massive injection of resources, politicians have naturally been impatient 
to see quick results. In consequence there has been: 


@ Too many politically driven ‘knee jerk’ responses 
@® Not enough ‘evidence based’ health policy 


@® Too much central direction, particularly through imposed ‘targets’ and 
‘performance indicators’. 


@ Too much reorganisation, and much too quickly 


It has been famously quipped that the problem with New Labour (at least with regard 
to health policy) is that it cannot distinguish between ‘change’ and ‘progress’. 


Certainly, in the ten years of ‘Blairite reform’, GP fund holding was first dismantled, 
to be replaced by primary care groups, which then became 300 primary care trusts, 
only to be amalgamated into 150 enlarged primary care trusts. Ten Regional Health 
Authorities became twenty six Strategic Health Authorities and are now back to the 
same number of Health Regions. There was going to be a ‘primary care led’ NHS, 
then a ‘patient led NHS”, and more recently a ‘market led NHS’ through ‘patient 
choice’ and ‘choose and book’. 


With the pace of reorganisation apparently accelerating, there has been an obvious 
‘human cost’. It is said that the average lifespan of an NHS Chief Executive is now 
around two years, whilst one Regional Director of Public Health claims he still has 
the same job as in 1995, but he has had to reapply for it some seven times. 

Along with commitment and trust, what is being lost is ‘corporate memory’. 

A differing picture in Guernsey 

Whilst the NHS has been experiencing this ‘epidemic of reorganisation’ and 
predictable ‘reorganisational fatigue’, the pace of change in Guernsey has been far 
more leisurely. During the past ten or so years, the Guernsey health system has had: 


@ Two Presidents under the Board of Health 


@ One Minister of the newly established ‘Health and Social Services Department’ 


GUERNSEY AND THE NHS 


@ Two Chief Officers 


@ One major reorganisation (when the HSSD was formed in 2004), although 
there was ‘internal restructuring’ with a new Chief Executive in 2001, and 
further restructuring as an ‘economy measure’ during 2006. 


@ Funding has increased by a more modest 85% (albeit from a higher base) 
from £39.3m in 1997 to £72.8m in 2005. (for an increased range of 
services) 


@ The number of practising doctors has increased by 17% from 82 in 1996 to 
96 in 2005 


@ The total number of nurses, midwives and health visitors has increased by 
around 14% from 750 in 1996 to 852 in 2005 


I believe that this ‘relative stability’ has allowed a quiet progress to be 
achieved, and this Report will highlight ten substantial pieces of health 
progress, whilst pointing out that there are at least an equal number of 
important but unresolved health issues. 


Learning from others 


It would be misleading for Guernsey health only to compare itself with the 
monolithic NHS, which by international standards, does not perform 
particularly well. Guernsey was therefore fortunate in being able to host two 
important health events during the early part of 2007: 


m@ The International Health and Social Care Conference (organised by the 
Institute of Health and Social Care Studies and the University of Sheffield) 
was held 25-27" April 2007 and attracted participants from the UK and 
several other Commonwealth Countries. 


m@ The //” Inter Island Public Health Forum held between 16" and 19" May 
2007 drew participants from many of the other ‘British Islands’ and 
Gibraltar. 


There is much useful to learn from other jurisdictions, and ‘learning from 
others’ will be the main theme of a future public health report. 
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Figure 2 - A&E attendances by month 
Princess Elizabeth Hospital 2002-2006 
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TEN SUBSTANTIAL HEALTH ACHIEVEMENTS 


Ten substantial health achievements 1996-2006 


Public health is essentially about the ‘big picture’, and the ‘longer term’ 
vision. The ‘top ten’ events which I believe have contributed most to health 
progress in Guernsey over the past ten years include: 


1. The 1996 Specialist Health Insurance Scheme 


The amalgamation of registered specialists (and those doctors with largely 
specialist interests) as the Medical Specialist Group in 1991 did result in their 
expertise becoming available for the whole island, irrespective of which 
practice a patient traditionally attended. 


However, it left a residue of bitterness amongst some primary care 
practitioners, who felt that the changes had been largely politically driven, 
whilst for the first time, the true cost of secondary care became apparent. 


According to the 1996 Guernsey Census, only 49% of people had private 
health insurance, and it was estimated that some 20% of the population risked 
severe financial difficulties from medical costs alone if they needed costly 
surgery, or faced a long period of ill health. 


The 1996 Specialist Health Insurance Scheme (which made secondary care 
‘free at the point of delivery’), must therefore be recognised as a major social 
advance, which has vastly improved ‘equity of access’ to healthcare, and 
benefited the health of many thousands of islanders in the process. 


As predicted, following the introduction of the Specialist Health Insurance 
Scheme in 1996, there was some five years growth in hospital activity 
followed by steady reversion to near previous levels (figure /). This is in 
contrast to the NHS, where demand has continued to escalate by some 3% per 
annum during recent years. 


A&E services which are provided ‘fee for service’ by specially trained, 
contracted primary care practitioners show marked seasonal variation, but 
have not shown any significant upward trend over the same period (figure 2). 


2. Development of our ‘Healthcare Information’ function 


It may be trite to state that ‘you cannot manage what you cannot measure’, but 
what is perhaps more surprising is that in healthcare we actually tried. 


Historically, a lot of healthcare information has been routinely collected, but 
apart from financial performance, very little of it has been actively analysed, 
and still less used to ‘drive’ the healthcare system, or to help decide what our 
future health requirements might be? 


This has now been partially addressed through the four ‘Healthy Lifestyle’ Surveys 
(1988, 1993, 1998 and 2003), and the three Board of Health/HSSD publications 
‘Health for Guernsey People’, (1995), ‘Our Healthier Islands’ (2001) and ‘Healthier 
Islands’ revisited (2005). 


Together, these provide longitudinal data on changes in health determinants over 
time, and a series of ‘snapshots in time’ which confirm that health outcomes are 
generally improving, and that Guernsey compares favourably with a range of other 
jurisdictions in these. 


In the first annual Report to which I contributed (1993), I identified the need for 
‘improved health data’. Now, after more than a decade of working on the quality of 
health record documentation, our excellent local clinical coding, and the 
establishment of the Healthcare Information Unit, we are able to analyse most 
aspects of clinical activity on island, and are increasingly focusing on ‘tertiary care’ 
data for those receiving treatment or care ‘off island’. 


You will find some of these results illustrating many of the topics discussed in this 
chapter. In this we appear to be ahead of other island jurisdictions, and are now keen 
to be better able to make ‘/ike with like’ comparisons through the establishment of an 
‘Inter island and small area public health observatory’. 


The value of longitudinal data and international comparisons is now also recognised 
by the States more widely, and the annual publication of Sustainable Guernsey by the 
Policy Council places health data amongst the wider parameters of economic, 
environmental and social change and community well being. 


3. The introduction of ‘clinical governance’ 


It was not so many years ago that ‘the doctor was always right (or if he wasn’t, very 
few patients were prepared to argue the point too forcibly). 


More recently, there have been a series of well publicised ‘medical scandals’ 
including the ‘Bristol babies’ cardiac surgery, the Alder Hey Hospital ‘retained 
organs’, and the (probable) 280 mainly elderly patients, who met untimely ends at the 
hands of Dr Harold Shipman. 


Following a series of Government Inquiries and Reports, England’s Chief Medical 
Officer Professor Sir Liam Donaldson proposed the introduction of ‘clinical 
governance’. 


This was an umbrella term for a series of initiatives to bring about the necessary 
cultural change, whereby all clinical staff would recognise and accept that they had a 
personal, professional and collective responsibility for the quality of clinical care, 
and that they should also be accountable for being able to demonstrate favourable 
clinical outcomes. 


TEN SUBSTANTIAL HEALTH ACHIEVEMENTS 


Since April 2001, all NHS Chief Executives in both hospital and primary care 
trusts have had a statutory duty to report on clinical standards and outcomes 
in the same way as they have traditionally reported financial outcomes. A 
Government Inspectorate ‘The Healthcare Commission’ helps ensure that such 
high standards can be demonstrated. 


Although structured very differently from the NHS, in 2001 Guernsey spent 
approximately 20% more per capita on ‘total healthcare’ costs, and it therefore 
seemed reasonable that (as far as could be demonstrated), Guernsey should 
also have the reassurance that clinical services provided locally were of an 
equal or superior level to those provided under the NHS. 


The need to actively participate in ‘clinical governance’ is therefore a 
contractual requirement under the MSG, and Guernsey Physiotherapy Group 
(GPG) contracts and also for primary care doctors contracted to provide A&E 
services. The HSSD similarly requires its own staff to meet such standards. 


Although the enthusiasm with which ‘clinical governance’ has been embraced 
varies between different groups and different levels of staff, there is no doubt 
that over the past five years, there has been a major cultural shift in the way 
which clinical services are delivered; 


@ Most staff now seem to understand the concept of ‘clinical governance’ 


@ All accept that they need to be accountable for the quality of their clinical 
care 


@ Many are able to actively demonstrate the quality of their services and how 
these compare, through their participation in clinical audit 


@ Untoward incidents are followed up through a well established network of 
clinical risk management groups 


@ The Joint Clinical Governance Committee representing the MSG, GPG, 
A&E doctors and HSSD staff continues to meet regularly to co-ordinate 
and report. 


@ The public and politicians can be reassured that in most areas audited, 
standards of clinical care in Guernsey compare well with those 
demonstrated elsewhere, whilst most reported clinical incidents are of a 
comparatively minor nature. 
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Figure 3 - Total tobacco imports (kgs) 
Guernsey 1992-2006 


‘Guernsey Tobacco Package implemented’ 
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Figure 4 - premature deaths (<75y) 
from smoking related causes 
5 year means Guernsey 1974-2006 
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4. Achievements in ‘tobacco control’ 
In ‘Health for Guernsey People’ (1995), I wrote: 


‘Death rates from lung cancer are measurably higher in England than other 
comparable countries, and death rates in Guernsey (and Jersey) are even 
higher than those in England. ’ 

‘Health related behaviour ’ Surveys in Guernsey schools also show that more 
Guernsey students smoke, and those who did, smoked more cigarettes than 
their English counterparts, suggesting that Guernsey would be facing even 
larger health problems in the future, if we failed to take high level action. ’ 


Hopefully, such inescapable medical facts were influential in persuading the 
States to fully endorse the 1996 ‘Guernsey Tobacco Package’, since when 
there has been a continuing decline in tobacco imports (figure 3), and a fall in 
reported smoking levels amongst both adults, and younger people. Smoking 
levels amongst Guernsey students in Year 10 are now only 60% of their peers 
in England. 


This ‘joined up’ approach was well ahead of the rest of Europe, and in line 
with the world leaders in ‘tobacco control’ including Australia, New Zealand 
and the State of California. 


Using the same methodology as used in the 1996 States Report, it can be 
estimated that some 500 islanders who would otherwise have died from 
tobacco related disease are still alive through having quit smoking (figure 4), 
whilst a much greater burden of ill health and related health care costs have 
also been prevented. 


The decision of the States to endorse ‘Smokefree public and work places’ in 
July 2006, and our current discussions to implement ‘pictorial pack warnings’ 
ahead of the UK, will hopefully maintain the momentum towards further 
reducing avoidable tobacco linked deaths and ill health. 


5. 1996 Abortion Law 


There was always a large amount of hypocrisy when we boasted that Guernsey 
we did not perform abortions, whilst each year some 120-130 local women 
were forced to seek a termination of pregnancy in England, largely 
unsupported by their families and local services. 


Although controversial at the time, the 1996 Abortion Law was an important 
social marker, confirming that we were willing and able to address sensitive 
social issues, and to take a proper responsibility for the health and welfare of 
our own residents. 
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Figure 6 - Total conceptions, births and abortions 
<20 years Guernsey 1999-2006 


Total 
conceptions 


Abortions 


Births 


Source: Healthcare Information Unit 2007 


TEN SUBSTANTIAL HEALTH ACHIEVEMENTS 


Although there has been a steady upward trend in the total number of 
abortions performed (on and off island), the huge escalation in abortion 
numbers predicted by some opponents has not yet occurred (figure 5). 


Much credit for this must go to the Complementary Health Educators (who 
work with schools and young people), the Health Promotion Unit (who have 
‘sexual health’ amongst their current five leading health promotion priorities), 
and the Family Planning Clinic (who have been very successful in ensuring 
that its services are targeted and accessible to the most vulnerable groups - 
sexually active young women <20 years). 


These now comprise over 50% of their new clients, whilst our adolescent 
conception rate (births and terminations <20 years) have remained relatively 
stable (figure 6) and are only about 40% of levels recorded in England. 
Certainly any suggestion that the rise in overall abortion rates locally is due to 
‘teenage conceptions’ is not supported by the data. 


6. Formation of the Health and Social Services Department 


At the time of the 2001 Census, there were just 10,300 children (0-14 years) 
resident in Guernsey. Therefore it was always a nonsense that for historical 
reasons, their physical and mental health was the responsibility of the (then) 
Board of Health, whilst social care came under the Children Board. 


The opportunity to merge these services into the new Health and Social 
Services Department under the ‘machinery of government’ reforms has 
offered opportunities for: 


@ Better communication and understanding between the various professions 
involved. 

@ Less likelihood of vulnerable children ‘s/ipping through the net’. 

@ Better service delivery through ‘economies of scale’ 

@ The opportunity for some of the ‘big issues’ to be tackled. 


Foremost amongst these must be the new ‘Children Legislation’ (which is due 
to be introduced in October 2007). 


Closely related is the ‘Children and Young Peoples Services Plan’, (modelled 
on the English ‘Every Child Matters’ framework), which is due for completion 
in Autumn 2007. 


Together these will provide a child centred, sensitive and flexible framework 
to help ensure that the physical, personal and social of needs of local children 
are met in the most effective way in the years ahead. 


Adults services have also benefited from a more unified structure, which helps 
promote dialogue and understanding amongst all those involved in their care. 
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7. Multi-agency Drug and Alcohol Strategy 


In 1994, Guernsey’s efforts in drug control were still the responsibility of 
individual States Committees, working in relative isolation. 


This sometimes led to perverse results — success in interception and the 
subsequent imprisonment of drug ‘carriers’ reduced supply on the street, but 
without any concomitant reduction in demand, this simply drove up prices, 
thus tempting others to attempt further drug importation, because despite the 
greater risks, there would be a greater profit. 


The need to link interception and enforcement (supply reduction) with 
education (demand reduction), and treatment and rehabilitation (prevention of 
a cyclical problem) has been one of the more successful examples of ‘joined 
up action’ across States Departments in recent years. 


The success of this ‘joined up’ approach was endorsed by the States’ decision 
to invoke a similar approach to alcohol misuse under the ‘Bailiwick Drug 
and Alcohol Strategy’ accepted by the States in October 2006. This has 
proposed many of the same approaches, but has increased the One three 
‘pillars’ to six. 


8. Health infrastructure 

Modern healthcare facilities which are also ‘fit for purpose’ are essential if: 
@® High quality healthcare is to be delivered. 

@ Well trained and well motivated staff are to be recruited and retained. 


@ Untoward incidents, such as ‘lifting injuries’ amongst staff or hospital 
acquired infections amongst patients are to be minimised. 


@ There is adequate ‘investment for the future’, reducing the need for more 
expensive ‘catch up’ developments later. 


The completion of the three ‘lighthouse wards’ (Casquets, Fougere, and 
Hanois) to provide high standard, long term care for the aged mentally infirm 
(AMI) — predominately sufferers from the several forms of dementia, marks 
an important step forward. 


Support from the States for the ‘Phase 5’ Clinical Block which is already 
underway, will extend these benefits to medical patients, who are at present 
cared for on very ‘tired’ wards originally designed during the 1930s. These 
pose real problems for the safe moving and handling of patients by staff, for 
the privacy and dignity of patients themselves, and for the adequate control of 
infection. 


Regrettably, providing adequate facilities for adult mental health patients is a 
challenge still to be met. 
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9. Long Term Care Insurance 


Guernsey’s ‘age/sex’ pyramid is unusual in Western Europe, in that the most 
populous deciles are between 30 and 39, and 40 and 49 years. Although some 
hundreds of these may be ‘short term’ licence holders, most are ‘baby 
boomers’, and some are the so called ‘echo boomers’ (the children of those 
born during the 1950’s ‘baby boom’). 

Unless large numbers of these decide to ‘sell up’ and leave Guernsey as they 
approach retirement, the number of people over 65 may be predicted to 
increase by up to 7,000 over the next 30 or so years. 


Although people are generally living longer (life expectancy in Guernsey is 
now 78 for men and 82.4 for women), and most people remain relatively 
healthy and independent until the last two or three years of their life, 
nonetheless, evidence presented in preparing the States Report on Long Term 
Health Insurance suggested that some 17% will require long term residential 
or nursing home care at some stage. 


The States Long Term Care Insurance passed in 2001 means that in return for 
a limit capped contribution to Social Security, residents will have their long 
term care underwritten, providing: 


@ they are eligible (1.e. have been resident in Guernsey for five or 
more years): 

@ they have been assessed by a ‘Needs Assessment Panel’ as 
requiring long term residential or nursing home care. 

@ they make a weekly co-payment. 


If they meet these criteria, they can then receive the necessary long term care 
in the home of their choice, without the need to dispose of the family home, 
or other accumulated assets. 


With an ageing population, several other jurisdictions have discussed such an 
approach as being highly desirable, but Guernsey can be proud that it is one 
of the few which has actually managed to finance and implement such a 
scheme. 


10. Electronic Health and Social Care Record (EHSCR) Project 


There are currently 140,000 ‘health records’ stored in the Health Records 
Department at the PEH, further thousands in various departments at the Castel 
and King Edward VII Hospitals, plus child health records at Lukis House, and 
sundry other health and social care records in an estimated 25+ other HSSD 
locations around the island. 


In addition, there are another 60,000 ‘secondary care’ records stored at the 
Medical Specialist Group, as well as ‘primary care’ records in the various 
group practices. 
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Many of these records will relate to patients who have died or who have already left 
the island, but there is no certain way of identifying these. 


It is therefore not surprising that important clinical information is sometimes not 
available when a patient attends a clinic, is admitted to hospital, etc. 


Such a position is obviously not sustainable, and some 30 years or so after 
commercial banks and most successful businesses moved to the electronic storage 
and retrieval of important information, the States have agreed to support a five year 
‘Electronic Health and Social Care Record’ project. 


This will eventually ensure that whether seen at the MSG, the hospital, or for social 
care in the community, that important clinical or social care information is available 
to all those who ‘need to know’. 


Electronic records also offer the potential for an enhanced level of security and 
confidentiality, with various ‘levels’ of the record being only accessible to nominated 
individuals, (e.g. attending doctor) or groups of individuals (e.g. nurses on the ward). 


The difficulties predicted for the massive NHS ‘Connecting for Health’ project have 
already been referred to above. Amongst reasons why this has failed to meet 
‘targets’ has been the perception that it was: 


@ ‘too centrally driven’ 
@ too inflexible in its implementation 
@® that it lacked the necessary clinical support. 


In contrast the HSSD feels that our own EHSCR Project is far more achievable: 


® we are dealing with only 60,000 population, rather 60 million 

® in the first instance, we will not include primary care or direct links into the NHS 
system 

@ the MSG are partners in the project and have been closely involved in the 
development of the project specifications and the selection of our ‘preferred 
supplier’ 7rakHealth. 

@® TrakHealth (whose headquarters are in Sydney, Australia) appear to sense there are 
a number of ‘niche markets’ for electronic health records outside the mammoth 
NHS undertaking, and therefore appear committed to achieving an effective 
“working model’ as a demonstration site for other potential clients. 


Although popularly viewed as an ‘IT’ project, in reality the EHSCR is about 
successful cultural change management, and if successful, will represent one of the 
most important advances in the way local healthcare is delivered over the past sixty 
years. 


UNFINISHED BUSINESS 


‘Unfinished business’ - ten unresolved health issues 


Although the Guernsey health system can point to a series of important health 
achievements over the past ten years, not all issues which I have identified in 
previous MoH Reports as requiring attention have been fully addressed. Here 
follows my ‘top ten’ unresolved health issues. 


1. ‘Joined up’ healthcare 


Where and how healthcare is delivered may be defined by ‘sectors’ and ‘tiers’. 
In Guernsey we have private, public and voluntary sectors, and primary, 
secondary and tertiary ‘tiers’ of healthcare. 


The beneficial reforms in the public sector and ‘private’ healthcare delivered 
under the MSG, GPG, and A&E contracts have already been summarised 
above. 


At the same time, the private ‘primary care’ sector is still largely delivering 
healthcare via individual ‘fee for service’ medicine, although the three large 
group practices must be congratulated on being far more accountable in this 
than small group partnerships they replaced. 


However, although ‘fee for service’ medicine may be an appropriate method 
of managing acute episodic illness, it is probably less suitable (and certainly 
more expensive) for managing longer term conditions, such as diabetes, 
hypertension, high blood fats, chronic heart conditions, etc, which are far 
more a feature of modern sickness and health. 


I earlier argued on the importance of good quality health data, and although 
there now appears to be a greater willingness to ‘engage’, at present we have 
comparatively little information regarding what occurs in primary care. If we 
wish to provide the most appropriate health services in the most cost effective 
way, and to plan for changing patterns of health in the future, this is an area 
which urgently needs to be progressed. 


The benefits of the amalgamation of the previous Board of Health with the 
Children Board have already been summarised in section 6 above. 


Some (myself included) believe that the ‘machinery of government’ reforms 
did not go far enough, and that the interface between HSSD (who provide the 
services) and the Social Security Department (who pay for a large part of 
them) still offers many perverse incentives and anomalies. 


The retention of the ‘Youth Service’ within Education, and of the residential 
homes under the Housing Department, also appear anomalous. 


In any ‘fine tuning’ of the ‘machinery of government’ reforms, these are 
undoubtedly areas which could offer further efficiencies and savings. 
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Figure 7 - Relationship between total per capita healthcare 
spend and per capita GDP in selected countries (updated 2004) 
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Figure 8 - Total expenditure on health as % of GDP 
selected countries - updated to include 2004 
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UNFINISHED BUSINESS 


2. Longer term sustainability 


My last Annual Report (2005-2006) took the ‘Cost and quality of healthcare 
in Guernsey’ as its principal theme. It points out that with regard to longer 
term sustainability, the most pressing need was to maintain adequate funding. 


At present, Guernsey spends around the same in per capita terms on 
healthcare as the NHS and most other industrialised countries. However, this 
should be relatively more ‘affordable’, because of our higher per capita GDP 


(figure 7). 


However, ‘medical inflation’ is currently running at 6-8%, and all countries 
(Guernsey included) have had to invest a slowly increasing proportion of GDP 
on healthcare, if they wish to continue to offer adequate services (figure 8S). 


In Guernsey, the problem is compounded, because many of our healthcare 
costs are largely outside our control. Patients are sent ‘off island’ for treatment 
under two main mechanisms; 


m The Reciprocal Health Agreement 


These are mainly short term, for treatments such cancer, cardiac 
investigation and surgery, specialist orthopaedic procedures and other 
conditions which cannot be safely treated in Guernsey. 


mg Off Island placements 


These are a smaller group, but often require more expensive treatments for 
longer periods of time. Main categories are: 


- Fostering and adoption 

- Learning disabilities 

- Addictions and other long term mental health problems 
- Eating and other behavioural disorders 


Although the total healthcare budget has risen (in reflated values) from £54m 
in 1997 to £82m in 2006 — a 52% increase in real terms, the cost of the 
reciprocal health and off island placements have risen by 300% and 400% 
respectively, with half of this increase occurring since 2003. This represents 
an increase of from 4.5% to 13.1% of the total healthcare budget over this ten 
year period (figure 9). 


More money spent ‘off island’ means that there must inevitably be less to 
spend on local healthcare services. There are already a number of ‘cost 
beneficial’ programmes which a ‘no growth’ budget prevents us from 
implementing. 
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Figure 9 - “Reciprocal health”. “off island” placements and 
total off-island cost’s Guernsey 1997-2006 
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Figure 10 - Projected population - Guernsey - 2004-2033 
(assuming 100 pa nett inward migration) 
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UNFINISHED BUSINESS 


Such initiatives include: 


- screening for diabetic retinopathy; (in progress) 

- screening for colorectal cancer; 

- introduction of vaccine against Auman papilloma virrus which causes 
cervical cancer; 

- improvements to palliative care, etc. 


I believe that the evidence presented in my 2005/2006 Report confirms: 


- that given our ‘diseconomies of scale’, we do not employ an excess of 
clinical or non clinical staff; 

- our use of acute and ‘day only’ beds show high activity levels, and more 
efficient shorter ‘lengths of stay’; 

- by international standards, Guernsey enjoys good quality care and 
successful health outcomes for very moderate expenditure. 


It is at best naive, and at worst dangerously misleading to suggest, as some 
sections of the media appear to be doing, that we can continue to provide good 
quality health services with less than RPI increases in spending. 


3. Population Dilemmas 


The commitment by the States to fund long term care for the 17% of the older 
population who will eventually require it, has also been mentioned. 


Although the number of carers per resident depends on a variety of factors 
(such as their degree of dependency), it can be assumed that the estimated 
500+ nurses, carers and ancillary staff working in the care sector at present 
will need to increase by at least 60% if adequate levels of care are to be 
maintained for an increased number of older people in residential care. 


The States have already agreed to support a ‘go for growth’ strategy, whilst at 
the same time voting to keep the total population around its present level of 
60,000. /Billet d’Etat IV 2007]. This means that allowing for a modest net 
inward migration of around 100 per year, by 2033 (figure 10); 


- the total population will remain steady at around 61,000; 

- the number of young people <15 years will have fallen from around 
10,500 to around 8,250; 

- the number of ‘working age adults’ (15-65 years) will decline by around 
12.5% from 40,000 to 35,000; 

- the number of older people >65 years will increase from around 10,500 
(2004) to an estimated 17,500; 

- the dependency ratio (the number of working age adults available to 
support those still at school, and those past retirement), will change 
adversely from approximately 2.0 at present to around 1.4 in 2033; 

- of these, at least 800 (2.3% of the workforce) will be required to directly 
care for older people in nursing and residential homes; 

- a further (estimated) 3,000 others will also be required to maintain our 
‘mainstream’ health system. 


21 


22 


Ensuring a sufficiently large and skilled workforce to care for an ageing population 
presents a challenge, whilst maintaining the economic vibrancy to generate the 
income required to ‘go for growth’ against a declining workforce represents an even 
greater one. 


Some, (myself included) feel that at present ‘the numbers just do not add up’. A 
modest increase in total population will be essential if the States are to honour their 
commitment to provide long term care for those who need this, whilst at the same 
time maintaining overall economic growth. 


4. Mental Health 


If there is one group of patients who can justifiably claim not to have fully shared in 
the undoubted health progress which has been made over the past decade or so, it is 
those with mental health problems, particularly those with enduring, chronic or 
recurrent mental illness. 


@ Our mental health legislation is modelled on the 1930s English equivalent, and is 
well past its ‘use by’ date. The acute psychiatric ward remains at the Castel 
Hospital, originally built as the country parishes ‘workhouse’ in the early 1800’s. 


@ There are small cohort of mental health patients who appear to be trapped in a 
‘revolving door’. Between 1998 and 2003, over 70% of bed days on the acute 
psychiatric ward were occupied by repeated admissions of the same 300 or so 
patients. 


® Recruitment and retention of consultant psychiatric staff, particularly anyone with 
a sub-specialisation in ‘substance misuse’ remains elusive. 


@ The ability to be able to offer an enhanced ‘benefits package’ (as a means to 
recruitment in a highly competitive national and international market) lies not with 
the HSSD, but with the Public Sector Remuneration Committee. Meanwhile large 
amounts of public money are being spent on more expensive locums, to provide a 
more costly service which must lack continuity compared with our own permanent 
staff. 


@ Despite the commitment by both the former Board of Health, and now the HSSD 
to improve services, in many ways, mental health remains the ‘Cinderella’ of all 
HSSD services. 


There has been some progress in mental health however: 


@ Clinical episodes are now coded, and we have some longer term data on the 
patterns of mental illness in Guernsey. 


@® The ‘Five Year Strategy for Adult Mental Health Services’ 2004-2009 has been 
produced, and has been accepted by the Board. However, many of its 
recommendations still remain aspirational. 


UNFINISHED BUSINESS 


@ A Community Mental Health Team has been successfully established, in an 
effort to deliver more mental health in the community and reduce the need 
for hospital admission. 


@ A limited amount of ‘refurbishment’ is taking place at the acute unit at the 
Castel Hospital. 


However, until Phase 6a (transfer of the acute psychiatric function to the PEH 
site) is approved, and the long term staffing difficulties are satisfactorily 
addressed, then a very vulnerable section of our community will continue to 
receive less than optimum care. 


5. Health inequalities 

As summarised in ‘Healthier Islands’ revisited (2005): 

@ Poverty ‘is a strong predictor of poor health’. 

@ The ‘health divide’ between the most and least affluent is becoming wider. 


@ The Guernsey Poverty Survey (2003) revealed that a significant minority 
(18%) of the Guernsey population were living in relative poverty. 


@ We have very little data to show how this impacts on health. 


Although the Corporate Anti Poverty Programme (CAPP) and objective 4 in 
the States Business Plan (the ‘redistribution of wealth’) may address aspects 
of this, we still need much more local work on defining and addressing the 
relationship between relative deprivation and poor health in Guernsey. 


6. CASH (Contraception and Sexual Health) 


In the UK the number of ‘/ifetime’ sexual partners has increased by around 
50% in males and by 75% in females over the past ten years, whilst the 
practice of ‘safer sex’ has declined. At the same time, the median age of first 
intercourse has fallen from 17 to 16 years in both sexes. 


This has resulted in a huge increase in adolescent conceptions, adolescent 
terminations of pregnancy and sexually transmitted diseases in the UK. 


Although we do not have recent data on sexual attitudes and behaviour locally 
in Guernsey, all evidence suggests that local trends parallel those in the UK, 
although they may lag several years behind. 


A ‘Guernsey’ Sexual Health Strategy’ has been produced and an external 
review completed which broadly endorses the conclusions reached. The next 
stage will be the amalgamation of the previous sexual health and family 
planning clinics into a combined Contraception and Sexual Health (CASH) 
clinic. 
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Figure 11 - Sexually Transmitted Diseases 
Guernsey 1994-2006 
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Figure 12 - Rise in ‘overweight’ (BMI>25) 
and ‘obese’ (BMI>30) persons over time 
Guernsey 1984-2003 by sex 
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UNFINISHED BUSINESS 


The pattern of disease in our community today does not stand still, and we 
need to be flexible and responsive to tackle emerging patterns of disease, 
however contracted or spread (figure /1). 


7. Nutrition, Exercise and Weight Strategy (NEWS) 


As already stated, public health is about the ‘big picture’ the ‘longer term 
vision’, and demographic and societal changes over quite long periods of time. 


The ‘epidemic of smoking’ and the consequent rise in tobacco related disease 
experienced in the decades after World War 2 now happily appears to be in 
retreat, due in large part to changes in public attitudes and the robust package 
of measures which Guernsey has introduced (summarised above). 


However, over the same period there have been massive changes in: 


what we eat 

the amount we eat 

how we prepare and consume it 
when we exercise 

how we exercise 

how much we exercise. 


The resulting ‘energy in-balance’ has resulted in an ‘epidemic of obesity’ 
(figure 12) which now threatens to impact as adversely on health in the 
decades ahead, as smoking related disease did in decades past. 


Guernsey’s response has been the production of a ‘Nutrition Exercise and 
Weight Strategy’ (NEWS) which proposes a similar ‘joined up partnership 
approach’ between health practitioners, the several States Departments with 
responsibilities in this area, the business community and the wider public as 
has already proved successful in tobacco control. 


As with smoking levels, we do not expect any quick solutions, but we do 
believe that public attitudes and behaviours can change over time, and that the 
result will be a reduction in the poor health and premature death associated 
with excess weight and insufficient exercise. 


8. Solid and liquid waste 

In 1995, shortly after arriving in the Island, the Chief Environmental Health 
Officer and myself were invited to become members of a working party 
looking at a Solid and Liquid Waste Strategy for Guernsey. 


The conclusions were clear cut: 


@ Without energetic ‘waste minimisation’, our sole remaining ‘hole in the 
ground’ at Mont Cuet would rapidly fill up. 
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@ ‘Proven technology’ was most desirable for a small island, and an appropriate 
sized ‘waste to energy plant’ seemed to offer the best practical option. 


@ Although it is not possible to prove that the discharge of large volumes of 
untreated sewage into the Little Russell is a direct threat to human health, there is 
good evidence from around the world that this could result in health problems, and 
the ‘precautionary principle’ should therefore apply. 


@ Conventional sewage treatment would leave significant amounts of ‘sewage 
sludge’, which would pose its own disposal problem. 


@ However the sludge does have a ‘thermal value’, and could be consumed by a 
‘waste to energy’ plant. 


@ It was therefore perceived as sensible to progress the ‘solid waste’ plans ahead of 
sewage treatment. 


Some twelve years later, there is even less landfill left at Mont Cuet, and apart from 
increased recycling we do not appear to have advanced either strategy to any 
significant extent. Time really is running out.............. 


9. Transport strategy 


At the end of 2005, Guernsey had 40,163 private motor vehicles, and 5,735 motor 
cycles taxed for use. Road and car parks occupied some 36% of all developed land, 
(compared with 39% for all other buildings). 


With a total land area of only 25 square miles, (63km‘*), this can hardly be the most 
rational or sustainable way to organise our personal transport? The implementation 
of the much heralded, and long awaited ‘/ntegrated Transport Strategy’ is long 
overdue. 


10. Housing 


‘Sub standard housing’ has been a long term concern of the Medical Officer of Health 
in Guernsey. Even in my early years in the post, each year it was necessary to issue 
a number of ‘closure orders’ on certain dwellings as being ‘unfit for human 
habitation’. 


Such extremely poor conditions now appear far less common, although there are 
ongoing concerns regarding some lodging houses and staff accommodation. 


However, such progress comes a cost. The median cost of housing has trebled over 
the past ten years, and the high cost of mortgages, (and private sector rents) was 
reported in the 4" Guernsey ‘Healthy Lifestyle’ Survey (2003) as a frequent cause of 
‘perceived stress’ in both men and women. 


CONCLUSIONS 


Conclusions 


| 


Guernsey can be justly proud of its several major achievements in health and 
healthcare over the past ten or so years. 


Compared with the NHS, our ‘strengths’ must include: 


restricting political involvement to areas of policy, rather than 
operational issues, appears beneficial in terms of overall 
results; 


fewer re-organisations and a slower pace of change have 
allowed us to concentrate on our ‘core business’ — that of 
‘improving health’ ; 


increases in funding have allowed us to maintain good 
quality healthcare delivery amongst existing services, whilst 
introducing a series of improvements and innovations where 
these can be shown to be ‘cost effective’ in Guernsey terms; 


the formation of the ‘Health and Social Services Department’ 
under the ‘Machinery of Government’ reforms in 2004 have 
allowed us to become more effective in ‘the way we do 
business’, although further rationalisation across States 
Departments could further reduce costs and increase 
efficiencies; 


some increases in cost however, are largely outside our 
control. Both the amount and cost of treatment ‘off island’ 
has increased disproportionately, and will undoubtedly 
continue to increase due to increasing specialisation in 
medicine, and the range of new treatments which cannot be 
delivered ‘on island’, but which once they become available, 
are expected and demanded by Guernsey residents; 


unless a rational approach to funding such costs can be 
agreed, then the quality of healthcare delivered on island 
must inevitably deteriorate in the future. 


The question of what sort of healthcare Guernsey wants, and whether this 
should be financed through greater ‘public investment’, or through higher 
personal contributions is a debate which cannot be long avoided. 


I do not believe that it is honest or sustainable to pretend otherwise. 
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Other Public Health highlights 


11" Inter Island Public Health Forum 


Deputy Mike O’Hara, 
Culture and Leisure 
Department, the Deputy 
Bailiff, Mr Richard Collas, 
and the Director of Public 
Health, Dr David Jeffs, 
welcome delegates to 11” 
Inter Island Public Health 
Forum 


The //” Inter Island Public Health Forum (AIPHF) took place in Guernsey 
between 16"-19" May 2007. 


The first IIPHF was held in Seaview, Isle of Wight in 1993, and since then, Forums 
have been held in a variety of locations including Jersey (twice), the Isle of Man, 
Gibraltar, the Isles of Scilly, the Isle of Wight (again) the Western Isles (Outer 
Hebrides) and the Orkneys. This was the second time that Guernsey has hosted 
the event. 


The Forum attempts to bring together practitioners from a variety of health 
backgrounds to meet and share ‘best practice’ in improving health and providing 


healthcare for islands and other isolated population groups. 


Prolonged bad weather meant that several of the participants to this year’s Forum 
were unable to attend, but overall the Forum was judged a success. 


Highlights included: 


- A commitment to develop a common suite of ‘child health indicators’ in 
association with the University of Portsmouth. 


- Acommitment to develop an ‘/nter island public health common dataset’ along 
with the South West Public Health Observatory. 


- Discussion on the benefits for public health practitioners to be included on the 
‘Voluntary Register’. 


- A review of ‘tobacco control’ across the various jurisdictions. 


OTHER PUBLIC HEALTH HIGHLIGHTS 


- Sharing of best practice when planning for a possible influenza 
pandemic and in the implementation of the new Jnternational 
Health Regulations 


- Agreement to maintain the IT[PHF, with the next Forum to be held 
on Gibraltar in Autumn 2008. 


Environmental health 
delegates at the 11" 
IIPHF view Sark’s fire 
tender and tractor 
drawn ambulance 
during their visit to the 
Island 


Environmental Health and Pollution Control 


e Staff of the Office of Environmental Health and Pollution Regulation 
undertook the monitoring and regulation of the smoking restrictions that 
came into effect in July 2006. Emphasis was placed upon giving assistance 
and advice. There was wide general acceptance of the restrictions and very 
few instances of non-compliance were found. These were speedily 
remedied without resort to legal enforcement. 


@ The development of a dedicated environmental health website during the 
period provided a source of information and advice on Environmental 
Health issues and a means of promoting health and environment initiatives. 


@® In June 2007 the Food and Drugs (Food Hygiene) (Amendment) Order 
2007 came into effect bringing Guernsey’s food hygiene laws into line with 
current UK and EU standards. There are now three new requirements for 
all food businesses. These are:- 


1. The need to show traceability of food items. 


2. The need to have a Hazard Analysis by Critical Control Point 
(HACCP) Management System. 


3. The need for food safety training for food handlers 


@ Following wide consultation, a new Code of Good Practice for Rented 
Accommodation was produced in 2007. 
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Departmental objectives for 2007/08 include: 


- The introduction of specific waste regulations to control environmental pollution 
from this source is urgently required. 


- The development of controls addressing further areas of environmental pollution, 
discharges to sea and to air, also need to be given consideration. 


- Cross-departmental collaboration should continue to address sub-standard private 
sector rented housing accommodation. 


“Bonfires and the burning of 
waste gave rise to the greatest 
number of complaints made to 

the Office of Environmental 
Health and Pollution Regulation 

during 2006/7” 


States Analyst’s Laboratory 


@ Despite earlier concerns, project work at the end of the year meant that the 
Laboratory did only 3.5% less work in 2006 than in 2005. 


@ Over the past few years, and notably in 2006, microbiological analysis of 
environmental samples has contributed an increasing amount to the overall 
workload of the laboratory (pictured below) 


@ After its annual inspection by the United 
Kingdom Accreditation Service, the 
Laboratory retained its status as an 
accredited testing laboratory. 
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COMMUNICABLE DISEASE AND INFECTION CONTROL 


Communicable disease and infection control 


Notifications of almost all communicable diseases continue to decline, 
although a small number of new tuberculosis cases continue to be reported 
every year, and the recent rise in Salmonella entritidis food poisoning 
demands further investigation. 


Hepatitis C (largely spread by drug injecting practices) also continues to 
increase, from seven known cases in 1994 to over seventy at present. 
Serological sub-typing confirms that many of these are ‘clusters’, where 
one injecting drug user infects a number of friends and acquaintances 
through the use of shared equipment. 


Present efforts to reduce the sharing of such equipment will need to 
continue, whilst a special clinic to offer treatment under consultants Dr 
Peter Mullen and Dr Nicola Brink will commence in autumn 2007. Left 
untreated, chronic hepatitis C infection will lead to cirrhosis, liver failure 
and the need for far more expensive treatments ‘off island’. 


‘Hospital acquired infections’ at the Princess Elizabeth Hospital and other 
HSSD hospitals continue to run at a fraction of those reported in the NHS, 
whilst a range of hospital infection control policies have been reviewed and 
revised. es eam 


A new initiative which should 
further help control the spread of 
hospital acquired infection is the 
introduction of ‘scrubs’ for all 
hospital clinical staff. Their 
introduction will be ‘rolled out’ 
over the next eighteen months or 
so. ICU, A&E (pictured) and 
radiology are amongst the early 
starters. 


The Infection Control Lead Nurse, Mrs Elaine Burgess, CNS Mrs Kay Bull 
and Chief Pharmacist, Mr Ed Freestone arranged for all primary care 
surgeries to be revisited to confirm their compliance with International 
Health Regulations and to reissue their authorisation to provide 
International Certificates against Yellow Fever, as required by the WHO 
for international travel to areas where the disease is endemic. 


The Director of Public Health and Infection Control Lead Nurse also 
attended ‘Exercise Athena’ - a simulated run through of the London 
Pandemic Influenza Resilience Plan. 


Preparedness to cope with a possible influenza pandemic were also 
discussed at the 11" I[PHF (see above). In both cases, we were reassured 
that our preparations compare well with other island jurisdictions, and 
despite our much lesser resources, with London itself. 
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Sexual Health and Family Planning 


The success of the Guernsey Family Planning Clinic in helping minimise the 
number of adolescent conceptions in Guernsey has already been mentioned, whilst 
the rise in several types of sexually transmissible disease, and the plans for a 
combined CASH (Contraception and Sexual Health) service were also 
summarised above. Additionally: 


- A sexual health clinic has been established within the prison, improving 
delivery to a vulnerable population. 


- A joint clinic with consultants from University College London and St 
Thomas’ Hospital to advise on the management of the increasing number of 
HIV infected individuals has commenced. 


- A formal audit of the clinical governance framework within sexual health, and 
an improved management structure will allow more effective and better quality 
services to be delivered. 


- There are ongoing efforts to improve links with primary care, the Medical 
Specialist Group. community mental health and Drug Concern to further 
develop the multidisciplinary approach to client care. 


Major Incident Plan (MIP) 


The Public Health Directorate is now responsible for co-ordinating the HSSD 
‘Major Incident Plan’. The existing MIP has been extensively reviewed and 
rewritten, and is now available on the HSSD ‘intranet’. A series of presentations 
to raise staff awareness of the revised plan and their contribution to this, have also 
been held. 


@ Important changes have been the ability 
to mount a forward ‘incident site’ 
medical response, better integration with 
the overall States Emergency Response 
through the establishment of ‘Bronze’, 
‘Silver’ and ‘Gold’ levels of command, 
and in our ability to counter potential 
terrorist and other biological and 
chemical threats through the acquisition 
of a decontamination tent (pictured /eft) 


@ Discussions are continuing with the newly appointed States Emergency Response 


Co-ordinator to mount a full scale ‘Jive exercise’ to test the new MIP early in 2008. 


HEALTH PROMOTION 


Health Promotion 
Progress/ Achievements over the past years: 


@® The ‘Walk your way to Health’ 
programme has been extended so 
that there are now free walks on 
every day except Saturday. Three 
or four volunteer leaders are 
attached to each walk, and they 
regularly attract 15 to 24 walkers 
every day. 


@ Seven school nurses and two teachers successfully completed the National 
Certificate in teaching Personal Social and Health Education (PHSE). 
This was a year long course taught by the Health Promotion Manager and 
the PSHE Consultant and it was the first time it was run in the island. UK 
tutors assessed it and all nine candidates were highly commended for the 
standard of their work. Another eight teachers and nurses are signed up to 
start the next course in September. 


@ The Health Promotion Manager and 
the PSHE consultant also worked with 
a team of teachers to review and re 
write the Primary PSHE Scheme of 
Work to include up to date resources 
and the new Social and Emotional 
Aspects of Learning (SEAL) package. 


@ (left) Children at the Vale Junior School 
take part in Walk to School week as 
part of the work towards achieving 
National Healthy Schools Status. 


@ Quitline increased its staffing levels by appointing a part time smoking 
cessation specialist for pregnant mothers and one to work with young 
people and families. This has enabled Quitline to have a direct link with 
midwives and for young people to be offered Nicotine Replacement 
Therapy. 


33 


34 


@ A new Health Promotion Officer — Helen Macleod, was appointed and as 
her background was in mental health, she has started to introduce mental 
health promotion projects. These have included work with secondary 
school teachers on preventing mental ill health and lasing with the 
community mental health team at the Castel hospital. 


@ Following an offer from the Culture and Leisure Department to take over a 


room at Beau Sejour, the Health Promotion Officer for Smoking and Heart 
Disease worked with Beau Sejour staff to create a Healthy Lifestyle Centre 
(above). Both Cardiac Rehabilitation and the Pulmonary Rehabilitation 
classes have moved to the Centre, and it is also used by some of the Life Fit 
classes. It has also enabled the Health Promotion Unit to put on a series of 
weight management courses for both men and women which have proved 
to be popular. 


The Health Promotion website has been completely revamped to make it 
both easier to read and also to keep updated. The Resources Officer has 
also designed and produced a number of in house publications which have 
been very well received, but have reduced the Units publishing costs. 


Issues for 2007/2008 


@ Following on from the States acceptance of the Green Paper on Obesity, the 


Unit will need to work with the obesity strategy team to produce a set of 
recommendations for the States to debate next year. It is also hoped to start 
to put some of the recommendations into operation as soon as possible. 


HEALTH PROMOTION 


The results of the ‘ Young Peoples Survey’ - which asked all the islands Year 
6, 8 10 and 12 pupils about healthy lifestyle and behaviour topics — will be 
available in the autumn. Work will be needed to help schools use their own 
results to the best advantage, and also to analyse the impact of the results 
for the island as a whole. 


The first meeting of the Jobacco Control Strategy group has recently taken 
place, with the aim of formulating a strategy for the next five years. 
Following on from the smoking in workplaces legislation, the Group will 
need to look at how to continue to reduce smoking levels locally. 


Quality of clinical services 


The introduction of clinical governance, and the major improvements in our 
healthcare information function have already been summarised above. 
Additional points to be noted include: 


Health Records 


Well managed, well maintained and easily accessible health records 
underpin effective clinical care. A well functioning health records 
department will continue to be extremely important whilst we make the 
transition to the proposed ‘Electronic Health and Social Care Record’ over 
the next five or so years. 


In the meantime our small team of expert clinical coders remain essential 
to translate the largely unstructured clinical information contained in the 
health record into a form in which it can be analysed and utilised for 
essential ‘secondary uses’ such as operational management, quality 
assurance, consultant appraisal, and longer term strategic planning. 


Healthcare Information Unit 


The unit has been working closely with the South West Public Health 
Observatory and the South West Cancer Registry to improve Guernsey’s 
cancer data collection. The Department now sends all pathology, inpatient 
and chemotherapy data relating to cancer patients digitally to the Cancer 
Registry for collation and analysis. This has saved valuable time for the 
analysts, and hugely improved data quality from cancer registration. 


The unit has also worked closely with the Reciprocal Health team and 
collated and analysed data relating to off-island referrals for the first time. 
Databases to record abortion and deaths data have also been upgraded. 


Every month the unit sends out over 40 activity reports to key members of 
the HSSD and MSG. It is hoped that these will be able to be accessed 
directly ‘online’. 


Work to improve data on the annual appraisal of consultants continues, and 
staff have also supplied key data for a variety of ‘Service Reviews’. 
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Clinical Audit 


The clinical audit unit continues to be involved in many areas such as 
stroke, incontinence management, and falls and bone health in older people. 
These are generally multidisciplinary audits, and enable us to compare local 
process and outcomes against comparable hospitals, and against national 
standards more generally. 


As well as our continuing involvement with the Myocardial Infarction 
National Audit Project (MINAP) conducted through the Royal College of 
Physicians in London, a new audit on cardioversion has also been 
undertaken by one of the lead practitioners in Accident and Emergency. 


Local cancer management can now be better compared through improved 
data capture on cancer treatments performed ‘off island’. This means that 
we will be better able to compare clinical outcomes for the entire “patient 
journey’ wherever care has been delivered. 


Clinical care is generally delivered by ‘teams’, and successful clinical audit 
must aim to involve all such professionals. As part of our objective of 
‘rolling out’ clinical governance, a number of new and exciting clinical 
audits have been undertaken with allied health professionals, including 
dietetics, occupational therapy, physiotherapy and speech and language 
therapy. 


The continuing challenge must be to continue maintain energy and 
commitment to the need for clinical audit locally. To further this, a teaching 
programme is being devised which can be delivered through a number of ‘e 
learning modules’, which can then be linked to the appraisal process. It is 
also hoped to involve the growing number of specialist nurses in this 
approach. 


Clinical Risk Management 


As well as collecting and comparing overall clinical standards and 
outcomes through clinical audit, it is important to have dedicated 
mechanisms to address the smaller number of ‘untoward clinical incidents’ 
when things go less smoothly. 


Intrinsic to this is the completion of ‘clinical incident reports’ by all clinical 
staff. We can only investigate if we are aware that things have not gone 
according to plan. 


Such ‘untoward clinical incidents’ can then be considered by the most 
appropriate of the fifteen or so clinical risk management groups, and 
associated specialist forums such as the Resuscitation and Transfusion 
Committees. 


HEALTH PROMOTION 


@ All this requires highly developed co-ordination skills, and high levels of 
tact to communicate the recommendations of the relevant clinical risk 
groups to the appropriate line managers who are then expected to 
implement them, followed by a high degree of perseverance to ensure that 
this actually occurs. 


@ We were therefore very sad to 
receive the resignation of our first 
clinical risk manager, Mrs Jean 
Ellyatt, who has probably done far 
more than anyone to ensure the 
robustness of our clinical risk 
management structures. We wish 
her well in her retirement, and 
offer our best wishes for 
continuing progress’ to _ her 
successor, former clinical audit 
nurse, Mrs Lynn Lewendon. 


Continuing professional development 


@ Ensuring that all clinical staff have the necessary skills, and remain up to 
date across a wide clinical spectrum is an essential component of ensuring 
overall high standards of clinical care. 


@ The Public Health Directorate now recently taken over responsibility for 
the organisation of the ‘Wednesday Clinical Lunch’, and is working closely 
with the Post Graduate Education Committee, and the Institute of Health 
and Social Studies to ensure a regular programme of presentations which 
are relevant to the continuing development needs of a range of clinical staff. 


@ The number and range of staff attending is being closely monitored, and it 
is hoped to ‘fine tune’ the programme at the end of 2007, to ensure its 
continuing relevance and value. 


Regulation of Health Professionals 


@ The UK White Paper ‘7rust Assurance and Safety — the Regulation of 
Health Professionals in the twenty first century’ promises the biggest shake 
up in the way that the healthcare professions are regulated for several 
decades. 


@ Ensuring that Guernsey will become recognised by the General Medical 
Council and other professional bodies as an ‘approved clinical 
environment’ will be our next major challenge. 
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Vital Statistics 2006 


@ Births and birth-related data 


Guernsey England & 
Wales 
2006 5 Year Mean 
1999-2003 2003 
Estimated mid year 60,182* 59,807 52,790,000 
resident population: 
* males 29,478* 28,138 25,840,000 
¢ females 30,704* 30,669 26,950,000 
eds ba 0.96 0.95 0.96 
Population density/Km/ 
[Area 63.1Km/’]: 952 950 oy Ie 
Marriages: 322 349 268,500 
* marriages/000 ws ase 5.84 oy) 
Divorces: 128 173 153,500 
¢ divorces/O00 ey | PS, 2.9 
Divorces : Marriages 0.40 8 0.57 
Live birth registrations: 598 624 621,469 
* males 318 So. 318,428 
* females 280 304 303,041 
°“M:F 1.14 1 We 105 
Births outside PAY 205 Py Reva 
marriage: 
* % all births 36.3% 33% 41.4% 
Stillbirths: 2 2.6 Siero 
* Rate/000 live births BS! 4.2 eee} 
Infant deaths:(<1 year) 3 Ze 3,700 
* infant | 
death rate/OO0O LB = Fie 4.5 55 
Crude Birth Rate/000 9.9 10.4 11.8 
Natural increase +OPE 7% +0.20% +0.16% 


per annum: 


* includes ‘natural increase’, but excludes net migration 


VITAL STATISTICS - GUERNSEY 2006 


Vital Statistics 2006 


@ Deaths and death-related 
data (By ICD 10 Codes) 


Guernsey England & 
Wales 
2006 5 Year Mean 
1999-2003 *2003 
Total deaths: (number) 498 257 538,300 
* males 236 264 Pie Be te 
* females 262 296 284,400 
TINY Pt & 0.90 0.88 0.89 
Crude death rate:/000 B3 or 10.2 
Circulatory deaths 
(100-199): No 180 200 233,058 
¢ males - rate/00,000 322 poo B97. 
¢ females - rate/00,000 aif 347 401 
Cancer deaths 
(C00-C97/D00-D48): 111 128 158,654 
* males - rate/00,000 183 240 274 
¢ females - rate/00,000 186 191 241 
Lung cancer deaths 
(C34): No 32 26.4 28,765 
* males - rate/00,000 oa 54 66 
¢ females - rate/00,000 55 35 43 
Breast cancer deaths 
(C50): No 6 if 11,209 
* females - rate/00,000 20 225 42 
Alcoholic liver disease 
and cirrhosis 
(K70) (K74): No 4 1.2 6,786 
¢ males - rate/00,000 10 ont 16.6 
¢ females - rate/00,000 0) 2.0 9.3 
Injury deaths (S00-X59) 
(including suicide): No Li ° 16,693 
¢ males - rate/00,000 af 2 eS 39 
¢ females - rate/00,000 13 9.8 24 
Suicide deaths 
(X60-X84): No 4 3 3,274 
¢ males - rate/00,000 10 8.2 9.7 
¢ females - rate/00,000 3:3 2.0 = 


Note: Outstanding inquests are awaited on the deaths of a male <25 years, 
and a female <64 years, and therefore ‘cause of death’ at present 
remains ‘unclassified’ 


* Source: OHE ‘Compendium of Health Statistics’ (17" Edition 2005-2006) 
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ALDERNEY VITAL STATISTICS 2006 


Alderney Vital Statistics - 2006 


Males Females Total 5 year 


Population ony ol shel ee 2,248 2,294 
*-M:F 0.98 0.97 
Births - In Guernsey: 3 11 14 9.4 
Births - In Alderney: 2 l 3 0.8 
Total Births to Alderney 
residents: > ZZ 17 10.2 
Births outside marriage: ] 3 4 4.2 
(41%) 
Crude Birth Rate/000 - - 7.4 4.5 


Marriages registered in 
Alderney: 20 ins: 


Deaths registered in 


Alderney: 9 14 23 22.8 
Crude Death Rate/000 10.0 10.1 
Natural Increase:* -6 -12.6 


[-0.26%] [-0.6%] 


*Includes ‘natural increase’, but excludes net migration. 


[** ‘Natural increase’ is the difference between the crude birth and the 
death rates, expressed as a percentage of the resident population. | 
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Appendix Two 
Staff providing public health services 2006 


Director of Public Health/Medical Officer of Health 
Dr David Jeffs FRCP FFPH FAFPHM FRSH 


Personal Assistant 
Mrs Yvonne Kaill 


Part-time Medical Staff: 


Deputy Medical Officer of Health 
Dr Brian Parkin MB BS BSc FRCP MRCGP DRCOG 


Sexual Health Clinic 
Dr Nicholas King LRCP MRCS MBBS (until August 2006) 
Dr Nikki Brink MBChB MMed FRCPath 


Guernsey Family Planning Clinic 
Mrs Sue Le Page SRN 


Infection Control 


Mrs Elaine Burgess RSCN, ENB329/998, C&G 7307, MSc (Health Sciences) 
Mrs Kay Bull RGN, ENB329/998 


Environmental Health Department: 


Director of Environmental Health and Pollution Regulation 
Mr John Cook Chartered Environmental Health Practitioner 


Deputy Chief Environmental Health Officer 
Mr Tony Rowe MCIEH 


Environmental Health Officers 

Mr Tony Abbs Chartered Environmental Health Practitioner (until 31“ 
October 2006) 

Miss Christine Bell BSc (Hons) MREHIS (until 10" October 2006) 

Mr Tobin Cook MSc Chartered Environmental Health Practitioner (from 18" 
September 2006) 

Mr Stan Horton MCIEH 

Mr Stuart Wiltshire MCIEH 


Waste Regulation Officer 
Mr Simon Welch BSc(Hons) CEnv MCIWM CMIOSH MIIRSM AIEMA 


Pest Control Operatives 
Mr Paul Tostevin 
Mr Michael Brache 


STAFF PROVIDING PUBLIC HEALTH SERVICES 2006 


Secretary 
Ms Christine Vincent 


States Analyst Laboratory 


States Analyst 
Dr David Mortimer BA BSc(Hons) PhD CChem FRSC MCIWEM 


Mr Laurence Knight BSc (Hons) CChem MRSC 
Mr Michael Hughes BSc (Hons)MIBiol 

Mrs Joanne Alder BSc(Hons) 

Mrs C. Joan Le Tissier HNC 

Dr Peter Atkinson BA MSc MPhil PhD 

Mrs Carol Deveau 


Health Promotion Unit: 


Health Promotion Manager 
Miss Yvonne Le Page Bed (Hons) PgDip (Health Promotion) 


Health Promotion Officer (smoking and heart disease) 
Mrs Gerry Le Roy RGN 


Health Promotion Assistant (cancer) 
Miss Helen MacLeod Dip Occ Therapy 


Resources Officer 
Mrs Stephanie Charlwood 


Secretary 
Mrs Bella Mahy 


Clinical Governance: 


Clinical Risk Manager 
Mrs Jean Ellyatt RGN, SCM, CMS, Cert MHS 


PA to Clinical Risk Manager 
Mrs Jo McGinn 


Clinical Audit Nurses 
Miss Eithne Downey RGN Dip HE BN MSc (Health Education) 
Mrs Lynn Lewendon RGN 


Quality Liaison 
Mrs Jennifer Guezo RN, DipN, BSc (Hons) 
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Health Records and Healthcare Information 


Healthcare Information Manager 
Mrs Allyson Huntington (until November 2006) 


Healthcare Information Analysts 

Mrs Helen Jones BSc (Hons) 

Mrs Tamsin Lilley BSc 

(from January to March 2006 and from November 2006) 


Health databases/Clinical Coding 
Mrs Jenny Elliott 


Health Records Manager 
Mrs Jenny Powell (until December 2006) 


Clinical Coders 


Senior Clinical Coder 
Mrs Margaret Cann ACC 


Clinical Coder 
Mrs Sue Sheppard 


Notes 


